ment of the condition and that therapy must be individually tailored to each offender. As a contribu tion offering both follow-up account of a treatment approach and sufficient clinical description from which to judge the appropriateness of the therapeutic method, five patients are reported here who were selected as suitable for a form of cognitive-behavioural therapy. Details have been altered to preserve anony mity.
Method
Five consecutive patients referred to a psychosexual clinic were assessed over a period of two to three hours at different sessions and the wives or fiancÃ©esof the patients were also interviewed. They were con sidered suitable for a trial of the cognitive-behavioural therapeutic programme of Anxiety Control Training (ACT), adapted for the control of impulsive behaviour. This technique has been described in detail elsewhere (Snaith, 1981) but essentially it is a programme for the development of self-mastery over anxiety based upon weekly hypnotic sessions with the therapist and twice daily autohypnotic practice.
At an early stage anxiety imagery is induced and the control of anxiety through a simple coping strategy, such as taking a few slow breaths, follows: when the patient has confidence with this procedure he is advised to introduce similar imagery, with subsequent control, into the autohypnotic sessions. The adapta tion of ACT for the treatment of impulse control disorders lies simply in introducing imagery concerned with the urge to engage in the deviant act in place of anxiety imagery; the technique of acquiring self control is the same as in the original programme. As with the basic technique it was emphasized to the patients at the outset that success depended upon regular practice and good motivation to acquire self control, and a pamphlet explaining the programme was given to each patient.
Treatment was carried out in each case by the â€oe¿ The general understanding of exhibitionism is the act of exposingâ€"practically always on the part of the maleâ€"the external genital organs to persons of the opposite sex. This exposure of the sexual organs is usually the only thing that happens. No attack is contemplated or made. The exhibitionist usually neither masturbates nor shows signs of sexual excite ment. Yet he departs strangely satisfiedâ€• (Rickles, 1942) . However, neither this nor any other definition can apply to all cases of exhibitionism, for it is not a unitary disorder with an unvarying aetiology and stereotyped behavioural pattern. Allen (1962) con cluded that there was no uniform psychopathology which was invariably present, while Rosen (1979) delineated a simple or regressive type and a phobic impulsive type. In the former, the act of exposing followed upon some kind of sexual or social trauma, disappointment or loss, or as an accompaniment to mental or physical illness, old age or alcoholism, but the underlying personality structure was not abnormal.
The phobic-impulsive type was composed of the more recidivistic exhibitionists â€˜¿ with an amoral cast of mind, prone to other forms of character disorder and actual perversion such as transvestism or voyeurism as well as commission of the crimes of stealing'.
From a wide survey of the literature Rooth (1971) attempted a division into two broad groups. The first group consisted of inhibited young men who struggled against their impulse, exposed with a flaccid penis and felt humiliated by their behaviour. The second group was the obverse of the first: they exposed in a state of sexual excitement, masturbated during the act and experienced little sense of shame, they were generally more sociopathic and there was frequently a family history of mental illness. However Rooth considered that there was no sharp division between these groups and that intermediate types were common.
Since there is such a variety of phenomena and background features among exhibitionists it is clear that there can be no standard treatment or manage
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Five Exhibitionists and a Method of Treatment R. P. SNAITH and S. A. COLLINS Summary: Five consecutive patients referred to a psychosexual clinic are described to illustrate the diversity of aetiology and pathology, and the need for a range of treatment techniques. Three patients responded to a cognitive behavioural therapy which is described, and one to antidepressivedrug treatment. No explanation or interpretation of the exhibitionism was offered and conjoint marital counselling was not used.
Thepatients and their treatment
Mr A. was 25 years old when he requested treatment; he exposed repetitively, felt he had no control over this behaviour and wished to be able to stop it. He had been a rather solitary child but there had been no history of serious neurotic symptoms or antisocial behaviour. His father was prone to violence and his parents divorced when he was eight years old. At the age of 16 he was apprenticed to a plumber and continued in that trade with a good work record. As he grew older he became less solitary and joined a youth club but he was very shy in the company of girls of his own age. His sexual orientation had always been heterosexual.
At the age of 18 he still had not been able to overcome his shyness and have a friendship with a girl and it was at this age that he exposed for the first time to a female child; his penis was erect and he ejaculated. He continued to expose, to children of either sex, and found the opportunity to indulge this behaviour once or twice a month.
At the age of 20 he first exposed to an adult woman and as he did so he masturbated to a fantasy of sexually assaulting the woman. This behaviour continued but only occurred after he had drunk beer; he was aware that alcohol lessened his self-restraint but he needed to drink in order to find the courage to carry out the act which was beginning to assume a compulsive quality.
When he was 22 he became friendly with a girl for the first time and later became engaged to her. In spite of a mutually enjoyablesexualrelationship hisdeviant behaviour did not diminish and this distressed him, for he had hoped that, with the establishment of a mature relationship, he would lose interest in the immature form of sexual expres sion.
He informed his fiancÃ©e of his behaviour and she encouraged him to ask for treatment; she attended the clinic at request and said she had not suspected any abnormality of behaviour until he told her about it. She considered their relationship to be good and was optimistic about the future, expressing a confident opinion that he would be able to control the abnormality of behaviour, perhaps with the help of some form of treatment.
He appeared to be wellmotivated and attended the therapy sessions regularly. Imagery connected with the impulse to expose was introduced at the fourth session and, after he had reported satisfactory control over the impulse in thesessions, he was instructed to introduce similar imagery, followed by control, in the autohypnotic sessions. Therapy stopped after twelve sessions but he was seen twice more at monthly intervals and encouraged to con tinue the autohypnotic practice.
general practitioner, following an incident of indecent exposure which had led to intervention by the police but not to a court appearance. As a child his home environment had been secure but he was quiet and very shy and there was no antisocial behaviour.
At the age of 13 he began to masturbate to heterosexual fantasies but had still made no close friends of either sex. At this age he exposed from his bedroom window to the girl next door; she was apparently amused by this act and joined in the game. The behaviour was repeated but did not lead to any normal social contact and after a year the girlleft the neighbourhood.
He left school at 16 and became a bank clerk and was able to join in some of the social activities at his place of work but was still very shy. However, at the age of 20 he made a friendship with a woman older than himself and on one or two occasions they had sexual intercourse; the friendship failed after a few months and the woman made it clear to him that she did not wish to see him again.
He felt thoroughly demoralized about his inability to form satisfactory relationships and it was at this stage that he again exposed to female strangers of his own age and was soon arrested for the behaviour. At interview there was no evidence of mental or physical disorder other than the personality defect of social inhibition.
When the therapeutic programme was explained to him, he thought it might help him but pointed out that his main problem was shyness in the presence of girls and not the urge to expose. He said that he was sure the second problem would cease if he could overcome the first. It was therefore agreed that the main focus of therapy should be his social anxiety and the ACT programme was employed largely in its unadapted form. Imagery connected with talking to women was introduced in the third session and anxiety was followed by control in the usual way. After ten sessions he said that he had been on holiday with a male friend and they had found two girls to join them; he felt he had taken a giant stride in overcoming his anxiety and was much more confident about the future. Therapy continued for a further five sessions at increasing intervals and he then agreed to stop seeing the therapist but to continue autohypnotic training.
Mr C. was referred to the clinic following an arrest for indecent exposure when he was 42. He had been exposing for many years but had not previously been arrested. During his childhood he had been seduced by a man but the experience made little impression on him. He had no specific neurotic problems during his early life, related easily to his peers of both sexes and had no homo sexual inclination. He became a surveyor and married in his early twenties.
After tenyears ofmarriage he discovered that hiswife was unfaithful and shortly after this he exposed for the first time. He considered that the act was an expression of his temporary contempt for women but he was horrified by his behaviour and did not again expose for several years.
The marriage ended but six years before the referral he remarried. Both he and (at a separate interview) his wife considered that their general and sexual relationship was harmonious but after three years of the marriage he exposed again.
On this occasion he could not identify any specific incident that triggered the act but he continued to expose several times a year, mainly in the summer months when he would drive around in his car until he spied a victim; he would then get out of the car, attract the attention of the woman and expose with a flaccid penis. The behaviour produced no erotic gratification but he felt relieved in some indefinable way ; although he was disgusted by his be haviour he rarely managed to exercise self-restraint. At interview he appeared to be depressed, but this mood was attributed to the forthcoming adverse publicity of the court appearance.
There were no other psychiatric or physical abnormalities.
He appeared to be enthusiastic about the therapeutic programme but at an early stage he reported that he was unable to carry out the autohypnotic exercises and appeared to be pessimistic about the outcome although he said that he still wanted to stop exposing. He was encouraged to continue but since his pessimism deepened a further psychiatri': examination was carried out and he was found to be suffering from a mild but unrelenting dysphoric mood disorder marked by anhedonia and irritability. His wife was again interviewed and confirmed this impression. The therapeutic programme was then suspended and a tricyclic antidepressant drug prescribed; within a month the mood disorder improved and he said that he no longer felt the urge to expose. Drug treatment was continued for a further three months and then stopped, but after a few weeks he reported that both the mood disorder and the urge to expose had recurred. The drug was again prescribed, with early improvement and again stopped after six months with the same resulting deterioration. It was agreed to continue drug treatment over a longer period.
Mr D. was 30 years oldwhen he referred himself tothe
clinic. He said that he felt that an arrest for his deviant sexual behaviour would be inevitable unless he could gain some degree of self-control. He spent many hours a week prowling around the neighbourhood in the evenings and exposed to adolescent girls, masturbating as he did so. in addition to exhibitionism he indulged in frotteurism in crowded public places. He had been exposing since the age of 17 and in view of the very blatant nature of the behaviour it was remarkable that he had never been arrested. He had grown up in a home dominated by his father's dictatorial ways and he did not expect or receive affection from either parent. He made a few friends at school but never wished for close or lasting friendships. When he left school he became a laboratory technician and had a good work record. His sexual orientation was heterosexual but he was promiscuous and said that he felt threatened by a continuing relationship with a woman; nevertheless he married at the age of 24 in the hope that marriage would cure his deviant behaviour (which it failed to do).
On psychiatric examination he was found to have a mild degree of sociopathic personality defect, having frequently engaged in generally trivial fraudulent acts with FIVE EXHIBITIONISTS AND A METHOD OF TREATMENT no compunction. He had also one distinct obsessional symptom which was the compulsion to write down in a notebook every car registration number containing more than one figure 7. It was noted that he had previously seen a psychiatrist and been offered group psychotherapy but had failed to attend. He said that he did not wish his wife to be interviewed or to know that he was to receive treat ment.
He appeared to be well motivated for the therapeutic programme but after a few sessions admitted that he did not carry out the autohypnotic practice regularly and he spent most of the therapy session talking about his anti pathetic relationship with his wife. It became clear that no progress could be expected unless his wife was interviewed for a more complete assessment of the problem and he reluctantly agreed to this.
At the interview the wife was pessimistic about the prospect of success from any form of therapy and stated that marital therapy would be a waste of time ; she was making plans to end the marriage. When next seen, Mr D. said that his wife's views were probably correct and that he was failing to conceal from her his contempt for women and his discomfort in the continuing marital relationship. It was agreed that the present therapeutic programme would not succeed and an appointment was made for an exploration of alternative therapeutic ap proaches but he failed to keep it and contact was lost.
Mr E. was 26 years old when he was referred for a psychiatric report. He was due to appear in court on a charge of indecent exposure and three years previously there had been a similar charge but he had been found not guilty. His habit of exposing commenced before puberty at the age of 10 and continued intermittently up to the time of the referral.
His childhood had been fairly secure although his parents' arguments used to upset him. He had been rather shy, but not to a remarkable extent, and in general he got on well with peers and adults at the school. After leaving school he attended a polytechnic and became an engineer. His work record was good and, apart from the incident referred to above, he had not previously been in trouble with the law.
He had married at the age of 21 and both he and his wife (at a separate interview) stated that there were no serious difficulties in their relationship and that their sexual relationship was mutually satisfactory. Apart from a two year interval following the first court appearance he continued to expose. He felt that he had no control over his strange behaviour although he tried to resist it; his penis was not always erect when he exposed, there was no erotic gratification from the act or to the recollection of the acts and he stated he had no conscious wish to alarm his victims. On average he exposed about once a month and could not identify any precipitant for the act; he drank alcohol in moderate amounts but usually he had not drunk when he exposed. He regarded his behaviour as senseless and degrading and could not understand why he felt the compulsion to continue it. He had no doubt that he wanted to stop it. On examination there was no physical or R. P. SNAITH AND S. A. COLLINS psychiatric abnormality and his personality structure was not remarkably abnormal.
He was on probation throughout the period of the therapeutic programme but this order had lapsed by the time he was seen by the assessor. He was well motivated and attended the sessions regularly. After four sessions, imagery associated with the urge to expose was introduced and he reported satisfactory control of the impulse; he was therefore advised to introduce similar imagery with control into the autohypnotic practice. After ten sessions he reported that he felt he had been making good progress but then felt in danger of relapse whilst under some extra stress at work. Therapy continued for 15 sessions and he then agreed to be discharged, to continue autohypnotic practice and to be interviewedby the assessor at a later date.
Results
Four of the five patients were independently assessed by one of us (S.A.C.) at periods varying between six months and two years following the termination of treatment. The fifth patient, Mr D., had discharged himself whilst still under treatment. The assessment took place during an interview lasting about one hour in which the patient was encouraged to talk freely about any current problems and relation ships, his attitude to the problem which had led to treatment and his views on the treatment itself. At the end of the interview, in addition to his notes, the assessor rated each patient on three 5-point scales (scores in brackets): Quite sure he will never again expose (0)â€"Thinks it very likely he will expose again (4).
The outcome for the individual patients (except Mr D.) was as follows:
Mr A. was seen at two years. He had married 18 months before the assessment and described his relationship with his wife as good in every respect. All aspects of his previous deviant sexual behaviour had now entirely ceased and he was rated â€˜¿ 0' on each of the three assessment scales. He said the treatment had helped to give him self-confidence and that talking about his problems with the therapist had also helped him.
Mr B. was assessed at 20 months. He said he had no real problems and now had more self-confidence. Since the termination of treatment he had had a friendship with a girl of his own age and this included a sexual relationship. The friendship ended since they had different interests, but he had not been upset by this and thought he would find another girl friend; he said he now had no difficulty in talking to women
and no major problems with social anxiety. He was rated â€˜¿ 0' on the first and third of the three scales but was rated â€˜¿ 1' on the second since, he said, the thought ofexposing occasionally occurred to him. Mr C. was seen at two years, but he still saw the therapist at monthly intervals and was still taking the antidepressant drug. He said that he had no major problems and that his relationship with his wife was good. He had no confidence in his future ability not to expose again and was rated â€˜¿ 4' on the third of the scales and â€˜¿ 3' on the second; on the first scale he was rated â€˜¿ 1' since although he had not exposed since treatment commenced, he still sometimes drove around looking out for likely victims. He said that he supposed the tablets helped him and that he was certainly less depressed and irritable. He seemed to have better control over his impulse to expose when he felt well.
Mr E. was seen at six months. He said that he had no major problems, that his relationship with his wife was still good in all respects and that she had been very understanding and supportive. He thought it was too soon to be sure that he would not expose again but had not in fact done so. He was therefore rated â€˜¿ 0' on the first and â€˜¿ 1' on the second and third scales.
Discussion
This small series of exhibitionists should not be considered to typify all those who manifest this form of deviant behaviour, but the fact that they were a consecutive series of patients with the disorder referred to a psychosexual clinic ina university city suggests that their features and presentation may not be unusual. However,Jonesand Frei(1979) have referred to the bias caused by selection in descriptions and samples, and broad differences probably exist betweenthetypeofexhibitionists seenby probation workers and those seen by psychiatrists.
Many authors consider that exhibitionism is a manifestation of personality disorder occurring in men whose sexual adjustment is seriously disordered or, at best, of precarious stability. In the present series this was certainly the case with D. but his difficulties were of a very different order to those of B.; whilst the behaviour of D. might be considered to be an act of outrage towardwomen, thatof B. was no more thana pathetic attempt toattract theinterest ofa girl. Neither A., C. nor E. showed any marked abnormality of the personality structure and C. and E. had a mutually compatible sexual and general relationship with their wives at the time they presented for treat
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ment, although C. first exposed at the time of his discovery ofhis first wife's infidelity. Many authors have remarked upon the compulsive nature ofexhibitionism.
Rickles (1942) considered that exhibitionism was a manifestation of obsessional neurosis and should be treated as such; this view was also held by Witzig (1968) . However, other authorities such as Lewis (1936) and East (1946) have vigorously denied any resemblance between the two disorders.
Among the present series there was a compulsive quality to the act of exposing in all except B., and all except D. and B. regarded their behaviour as without meaning, although only C. and E. could be said to have resisted their impulse and even this resistance was not sustained. D. suffered from a definite symptom of an obsessional neurosis apart from exhibitionism. The strength of C.'s impulse to expose was in phase with a depressive mood disorder and this is frequently observed with true obsessional symptoms.
The difficulty Rooth (1971) found in classification into mutually exclusive types is to some extent confirmed here, although D. was nearer to Rooth's Type 2 and B.and E.toType 1.Therewas a marked erotic aspect to the act in A. and D. but C. and E. both exposed a flaccid penis and neither of them mastur bated to the fantasy of exposing.
There are not many reports on the treatment of exhibitionism with satisfactory follow-up assessment. However a wide variety of procedures have been reported to be followed by good outcome. These include group therapy (Rosen, 1979) , mandatory group therapy (Mathis and Collins, 1970) , hypno therapy (Roper, 1966) , and a programme which required the patient to appear naked before hospital staff of both sexes (Jones and Frei, 1977) . Rooth and Marks (1974) reported the results of a therapeutic trial conducted on in-patient exhibitionists; aversion therapy was compared with a self-regulatory treatment (using Bergin's technique of identifying situations which might lead to the behaviour). Aft.er@a one year follow-up period about half of the group had offended again. Maletzky (1974) reported the results of a programme based on covert sensitization, with good outcome at a one year follow-up.
It is clear that with such a heterogeneous condition there can be no one standard treatment and Rooth (1980) has pointed out the need for the therapist to have several treatment techniques at his disposal. The technique reported here can only be expected to succeed in well-motivated patients, but the same remark probably applies to most therapeutic tech niques. Given good cooperation it is a procedure which is easily learned and carried out and is economical in therapist time. It may be adapted to incorporate help with other problems such as social anxiety as well as the impulse to expose. Finally, it is acceptable to most patients, carries no punitive connotation and is likely to enhance the quality of the patient's normal sexual activities. It would appear to merit a wider trial in the management of exhibitionism, and perhaps in other disorders of defective control.
